Adolescence is a time of life when childhood affectional bonds with one's parents have ruptured and are lost due to the impact of maturational thrusts that result in eventual independence. In most instances there is a transitional period, in which there is a lack of contact with objects of emotional importance that is experienced by the adolescent as a sense of emptiness and depression. Therefore it was not surprising to find that, in a sample of 228 adolescents successively referred (1960, 1963 ), on how infants respond to loss and how mourning can be divided into three stages, illuminate greatly the problem of adolescent depression. Bowlby defined the first response to loss as the stage of protest. This will occur as the adolescent's affectional bonds between himself and his parents are ruptured by the maturational thrusts. It can result in adolescent protest and behavioural disturbance which have been called, inappropriately, 'depressive equivalents'. The second response to loss, called despair, is the phase in which depression is intense in some adolescents. The third response, namely detachment, occurs usually with successful detachment from the lost object having taken place. In some adolescents, this behaviour is excessive, in the form of schizoid withdrawal.
From this theory, it was predicted that attachment bonds would be greater in adolescents showing depression, as it would represent a greater sense of loss than in other adolescents. It was also predicted that the adolescent's attitude towards the parents, and the richness of his ego resources would be of significance; and that the As for the quality of the affectional bonds that existed between parents and adolescents, we hypothesized that with depressed adolescents dependency as well as attempts to detach would be greater and, therefore, we would expect ambivalence towards parents to be increased. The figures we obtained confirmed such a prediction (Table 2) .
Seven reasons why antidepressant drugs had limited relevance to depression in adolescence were presented. The central reason was that the prescription of drugs facilitates dependency on authority figures at the very time that adolescents should be struggling for independence. The reason why the concept of depressive equivalents ought to be abandoned was described. The paper concluded with a brief comment on how family therapy and group therapy (the therapeutic use of peer group relations) have a greater relevance in the treatment of depression.
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Problems and Treatment of Drug Abuse in Adolescence
It is difficult to assess the overall dimensions of drug taking by young people. The Home Office (1974) statistics on opioid addiction (including the very small proportion of cocaine takers) show a rough trend which is probably encouraging. From 1959 until 1968 when the special treatment centres started there had been a steady and rapid increase from 454 to 2782. Since 1968 this figure has only very slightly increased to 3025 in 1973.
For the teenager the corresponding figures have been from 0 in 1959 to 764 in 1968, which then represented 27% of the total of all ages. Since 1968, however, the teenage figure has steadily and impressively decreased to 253 in 1973, that is, 8 % of the total.
Voluntary social agencies report a marked falling off in the last few years in the numbers of young people seeking assistance for heroin and methadone addiction, and the serious trend today is in alcohol and the barbiturates.
Because there are no statutory requirements to notify drug addicts other than those taking opioids and cocaine, there are no consistent or reliable measurements of other forms of drug taking. The BBC (Midweek) Survey (1973) revealed some startling figures. It claimed that there were over 3.8 million people in the United Kingdom who had used cannabis; 657 500 who had used LSD; just under 1.3 million people who had used amphetamines, and 582 000 who had used hypnotics, both the last two without doctors' prescriptions. However, this survey was conducted through the electoral register and therefore excluded those under 18 years of age.
The only statistical trends that may throw light on the adolescent position are those concerned with statutory drug offences and the pattern of teenage offences connected with drunkenness. As far as offences involving drugs controlled by the Misuse of Drugs Act 1971 and previous Acts (see Press Notices 1969-74, Home Office, London), it appears that the number of persons convicted has risen consistently and has doubled from 6911 in 1969 to 14 688 in 1973. Approximately half of all these cases are young people aged 20 and under. By far the greatest number of convictions has been for cannabis (amounting, in 1973, to 14 119 out of a total of 22 860). Amphetamines and LSD convictions each separately continue to outnumber those for the opioid group of drugs.
Looking at the pattern of offences connected with drunkenness (Home Office 1973) (other than those related to the Road Traffic Act), we find that in England and Wales in the last eight years there has been a consistent trend upwards in the number of offences for all age groups, from 70 499 in 1966 to 99 274 in 1973, an increase of approximately 34%. In the age group 20 and under, the figure has also risen consistently from 9974 in 1966 to 18 378 in 1973, an increase of approximately 84%. In 1966, 14% of all offences in the total group were committed by those aged 20 and under, while in 1973 it was 18.5%. Over the same period the proportion of these aged 17 and under within the group under the age of 21 has risen from 19 % to 26 %.
Anyone working with the adolescent in London is aware of the corruption of many young people occurring openly in numerous public houses where entertainment and extended licensing hours are frequently offered together with a rich panoply of hard and soft drinks, and hard and soft drugs, to even 14-and 15-year-old children.
